treatment was approved, which was azidothymidine (AZT). This drug was originally investigated for the treatment of cancer. However, it was not effective for cancer, and it was put on the shelf. Luckily enough, someone remembered it, and began suggesting its use. That really led to major changes to our approach to treatment.
One of the biggest successes of all the funding in research is the study, conducted by the Pediatric AIDS Clinical Trials Group (PACTG), sponsored by the NIAIA/NIH, at several study sites, which showed that AZT reduces the risk of HIV transmission from infected mother to the children. 1 The study showed that treatment with AZT alone can reduce mother-to-child transmission of the disease by two-thirds. Recently, a few states (eg, New York, Connecticut, Illinois) made it mandatory to test if the newborn is infected, and they reported close to 100% lack of transmission from mother to child.
The next breakthrough was in the 1990s, when more drugs came to the market. These drugs attack the virus and when it enters the cell, or the way it comes out of the nucleus and when it replicates itself. The fi rst protease inhibitor was a major breakthrough. The availability of the family of protease inhibitors led to three different drugs from at least two different families, called HAART (Highly Active Antiretroviral Therapy). HAART made the difference between an acute disease, which in children had a 60% mortality rate by 6 years of age, to a life expectancy of 40 or 50 years. Obviously, there are side effects of these drugs. We have problems with patient adherence, but the future for those patients looks very bright compared with what it was 20 years ago.
Dr. Shulman: Dr. Yogev wrote an editorial, which starts out by saying that when he started his career in treating patients with HIV, he attended their funerals.
2 Now, he's able to attend their grade school, high school, and college graduations. I think that encapsulates the incredible progress made in the treatment of pediatric HIV infection.
Dr. Yogev: That editorial was written because there were small studies suggesting that at least in pediatrics, if we start treatment in the fi rst 3 months of life, we're changing the course of the disease so much that the patients are losing their antibodies. 3, 4 A study published about 2 years ago showed that within 1 year you can see the difference in the outcomes of patients who started treatment before 3 to 4 months of age and those who started it later. Dr. Yogev: This has been one of the major issues in the state of Illinois and I'm sure in other places as well. In most states, Medicare and Medicaid stop covering these patients when they turn 19, unless they have a disability. Most of our patients don't have a disability. So we run into a problem when we want to transfer them to adult treatment.
Our institution has a social services staff that helps identify where the patient can go for treatment after they leave our institution. There is some continuation in treatment in that we contact the clinic, and we go to that clinic with the patient, and request people from that clinic to come to our clinic. We discuss with the new physicians if they like the patient's treatment regimen, and if they will continue the same treatment. If not, then we make modifi cations together.
However, there have been about 10% to 15% of patients who do not feel comfortable with their new physician, and they return to us. We also are working to obtain private donations to help us to cover taking care of those patients who are uninsured. There are some state and federally funded programs where medication is available to the patient at no cost.
Dr. Murphy: Dr. Yogev, could you comment what the projected annual cost of care for one of these young people might be? Dr. Yogev: There are different estimates. Unfortunately, in the United States and Europe, we are paying for the rest of the world, in part related to the cost of research and development. It depends on the set of drugs, but it can cost from $15,000 to $40,000 a year for a patient to take just the medicine.
Dr. Murphy: That's just for the medication?
Dr. Yogev: Just for the medication. I happen to also work in Africa and Thailand and they are combining drugs that cost around $30 to $40 a month at most, so you can see it's $300 to $400 a year versus $40,000.
Dr. Shulman: I'm sure we could keep talking about this, but I really think that this is a great overview of the HIV situation over decades. Thanks very much.
